This is a single case study of obsessional thought disturbance in a currently employed Vietnam veteran who experienced traumatic stress during and subsequent to his tour of duty in Vietnam. It was hypothesized that with the diagnostic indicators present a systematic desensitization model with muscle relaxation, covert imagery, cognitive disputation and self-monitoring would offer relief to the patient's obsessive-compulsive features and allow maintenance of employment. Cognitive disputation, especially with spouse participation addressing the irrational belief system, proved to be a very effective component in the treatment program. The patient learned effective coping skills to guard against future obsessional thought disturbance and has been able to maintain gainful employment.
INTRODUCTION
Symptomatology manifested in Vietnam Veterans and directly associated with post traumatic stress include psychophysiological disorders (Blanchard, The Locus of Controt which measures the extent to which a person perceives they control their own destiny or they are controlled by others or by circumstance, was used to Obtain an estimate of the patient's perceived level of internal control. Kolb & Pallmeyer, 1982) , depression, rage, guilt, sleep disturbance and obsessional thought disturbance (Blum, Kelly & Meyer1984; DeFazio & Pascucci, 1984; Shatan, 1983) . Patients who lack good internal control and who are placed in very stressful situations seem to develop obsessive-compulsive traits as a means of coping with the stress (Miller & Feibelman, 1986) . The case study which follows exemplifies the process and complexity of obsessive-compulsive symptomatology as a part of delayed stress.
BACKGROUND AND CARE REVIEW
At the time of referral, the patient is a 33-year-old gainfullyemployed married male veteran who was referred for behavioral treatment due to recurrent flashbacks of specific Vietnam experiences. He is a full-time employee of public utilities company and is classified as an electronics specialist. He enlisted in the army at age18 and served in Vietnam as a combat infantryman. During his 26 months in the country, he was continually exposed to ambushes, search and destroy missions, and intense destructive activity Following Vietnam, he served for one year as a combat instructor to the troops being prepared to serve in Vietnam. It was during this time that he initially began to suffer from the symptoms which included: (1) restlessness and tension, (2) sleep distur-
State anxiety is viewed as a transitory emotional state characterized by subjective consciously perceived tension and heightened autonomic nervous system
anxib ance and recurrent nightmares related to combat experiences, (3) preoccupation during waking hours of combat experiences and the feeling that he was back in Vietnam. According to the patient, anything in his environment including adults, landscape, and children could suddenly trigger an overpowering feeling that he was back in combat. They would occur both in the work setting and elsewhere. These thoughts made him anxious and fearful that he might lose control. He was prescribed an anti-anxiety agent at first presentation to the outpatient clinic and referred for individual psychotherapy
MEASURES
To assess change over time, psychological testing was completed at initial contact and at four-week intervals over the 24-week treatment period. The Locus and Control Scale (Levenson, 1973) , which measures the extent to which a person perceives they control their own destiny or they are controlled by others or by circusmtance, was used to obtain an estimate of the patient's perceived level of internal control.
The Self-Esteem Scale (Rosenberg, 1965) provides an estimate of perceived self-worth utilizing a four point Likert Scale on a favorable to unfavorable dimension.
The State-Anxiety Scale (Spielberge1 970) yields estimates of state anxiety and trait anxiety State anxiety is viewed as a transitory emotional state characterized by subjective consciously perceived tension and heightened autonomic nervous system anxiety Trait anxiety is a relatively stable characteristic of anxiety proneness.
Finally, the Vietnam Experiences Questionnaire (Miller & Buchbinoe; 1981) measures 19 symptoms thought to be associated with the Post-Vietnam Syndrome including: difficulties in close interpersonal relationships, guilt, per-ceived potential for violent behavior psychotic-like symptoms, substance abuse, sleep disturbances and hypersensitiveness to sound.
TREATMENT
The treatment program was divided into four phases. Each phase is summarized with emphasis on its content. PHASE I: Treatment initially involved a systematic desensitization model incorporating progressive muscle relaxation and covert imagery (Miller & DiPilato, 1983) . The cue-controlled relaxation worked successfully for the patient. Four sessions of two-hour duration included covert imagery with neutral and then structured scenes during the last two sessions. The patient was able to realize considerable relief from the muscle relaxation and was discontinued on the anti-anxiety medication. Because the patient experienced thought intrusions of half-tracks, snipers, ambush scenes and enemy fire in the imagery phase, response prevention component was then employed. The response prevention involved the imposition of a time restriction for the repeated intrusions of half-tracks, snipers, ambush scenes and enemy fire. When the patient had achieved a satisfactory level of response prevention, a combination of exposure (flooding) and covert assertion were introduced to strengthen the patientsability to cope with the anxiety and obsessive features (Fairbank & Keane, 1982) .
PHASE II: The cognitive behavioral component involved (1) documentation of dysfunctional thoughts and (2) a cognitive disputation phase. His dysfunctional thought pattern fell within three categories: (1) media-related thoughts involving news headlines which would trigger anxiety, (2) combat-related thoughts referring to specific combat instances the patient experienced in Vietnam, and (3) nightmare-related instances where the patient experienced frightening dreamswhich resulted in his awakening to a cold sweat and hyperventilation. All three categories had one common theme -the patient losing control in each situation. There was no prior record of loss of control by this patient.
The cognitive disputational phase (Beck, 1974) (weeks 4 through 8) involved specific situations where the patient felt he was losing control. An example of one of the circumstances involved stopping for a quart of milk on his way home from work and is summarized in Figure 1 .
PHASE 11/: In the eighth week, the patient's wife was included in therapy to learn the cognitive disputational model and to aid the patient in the disputation phase especially at home. Her involvement made it increasingly clear that there were several psychological reinforcers for his obsessional thought pattern. Example: the wife discourages the patient from watching television news because the patient tends to become upset at news stories reporting violence and killing, thinking he may lose control and do the same. It was suggested that the patient watch television news as often as he wished and that the violence and killing reported be actively disputed with spouse participation utilizing the method learned.
Another reinforcer involved a preoccupation with bushes and shrubs. The patient was obsessed with checking behind bushes and shrubs for people or for explosives. He would state that he realized that there were no people behind the bushes, but he felt compelled to check them out. His Vietnam experience found him as pointman on many patrols. Any sudden unexplained movement in his field of vision would bring a vigilant and scanning posturefor the patient. A systematic desensitizing model was employed in conjunction with cognitive disputation to permit the patient frequent exposure to bushes and shrubs and to desensitize him to the need for vigilance in a wartime experience.
The cognitive disputation model for these obsessional thought patterns and compulsive behaviors were exemplified by four-step model which appeared to improve the cognitive functioning of this patient. The steps to this process asked him to: (1) focus on where he was, e.g, "I am in (city), at my home"; (2) who he was, e.g., "I a (name), citizen in (city), not a combat infantryman in Vietnam";
(3) what he was doing, e.g., "watching television with my wife where I have been since work"; and (4) why he experienced the thought, e.g., "When I was in Vietnam, I had cause to be concerned because there were times when I could not differentiate between civilians and army guerrillas. Since I am no longer in Vietnam, I do not have to worry about situations such as these."
PHASE IV: The 12th to 24th week of treatment essentially involved a selfmonitoring period for the patient wherein he utilized muscle relaxation, covert imagery and cognitive disputation as a medium of coping effectively with obsessive thoughts and anxietyprovoking situations which presented themselves. The patient was seen on a weekly basis during this period through the outpatient mental health clinic but primarily for monitoring purposes. He remained medication free and was utilizing the various cognitive behavioral skills as needed. The self-monitoring phase was continued with dependent measures taken during the 24th, 36th, and 48th weeks following the initial 12week intensive treatment program.
RESULTS AND DISCUSSION
The results of the modified systematic desensitization model with the incorporation of the cognitive-behavioral dimension and emphasis on the cognitive disputation has led to a significant reduction in the patient's obsessive pattem. The more internal orientation is thought to raise the occurrence of behaviors which reflect the person's control of his own life rather than being influenced by others or chance factors. The modest improvement in self-esteem also suggests greater feelings of selfworth and confidence in himself. This may well be a by-product of the change in cognitive functioning.
The effectiveness of the cue-control led relaxation component and desensitization features of the model are realized in the change over time for the state-trait anxiety dimension. Initially, the level of state anxiety, considered to be the more transitory emotional state characterized by subjective, consciously perceived feelings of tension, were significantly reduced over the 24-week treatment period. Trait anxiety, the more stable of the two dimensions, realized some reduction but less than the state anxiety.
Flooding procedures and response prevention were very helpful as an aid to the overall treatment program. Triggering events which gave quick association to the Vietnam experience, including newspaper headlines which suggested homicides, or traffic helicopters which reminded the patient of helicopter gunships, or small children carrying packages elicited a great deal of anxiety and stress for this individual. Initially, a hierarchy of anxiety-provoking stimuli was generated. The foremost item involved people carrying packages and perceived by the patient as boobytrapped. Careful description of packages was formulated and the patient subsequently was involved in cognitive imagery and cognitive disputation regarding Locus of Control plateaued after shO~ ing a sharp increase during the cognitive disputation phase and more moderate increase during the cognitive disputation with spouse participation phase. With respect to state-trait anxiety, state anxiety increased slightly during this period but plateaued through the remaining follow-up period of 24 weeks. There was little change, if any, during this period of time for trait anxiety. With respect to the frequency of obsessive thoughts by category, more moderate declines for media-and combat-related thought categories were realized after sharp declines during the third phase involving cognitive disputation with spouse participation. This also seemed to be a period when dream-related obsessive thoughts showed a reduction in frequency and eventually declined during the 24-week followup period.
The immediate effects of this single case study which has assessed the use of specific cognitive-behavioral approach in the treatment of an obsessional thought disturbance in a posttraumatic stress disorder patient has been quite favorable. Improved overall functioning has been realized through his maintaining gainful employmentand active family life. While there is some clinical evidence (Penk & Rabinowitz, 1986; Van der Kolk, Blitz & Burt 1984) to suggest that the reduction of symptomatology is based both on the unique pattern of cognitive-behavioral techniques employed and the personality of this patient, there is a reason to believe that such techniques would find significant utility in the treatment of other individuals with obssessive-compulsive disturbance. What can be said is that therapeutic intervention, herein described as applied to obsessive ideation, has resulted in a significant decrease in targeted obsessive-compulsive symptoms often found in Vietnam veterans. The case further illustrates favorable progress which can be achieved in the treatment of obsessivethought disturbance utilizing a relatively brief course of cognitively oriented psychotherapy in an outpatient mental health clinic for veterans who experience traumatic stress disorder. Figure 2 , reveals that the media-related thought content was reduced considerably in frequency over the 24-week period. The dream-related category (Blitz & Greenberg, 1984) , while showing a lower frequency initially, also demonstrates a trend toward decreased frequency. The objective of the treatment phase was to specifically focus on the media-and combat-related obsessive thoughts for which the patient experienced considerable anxiety. The noted decreases in frequency for these two categories is consistent with the changes over time in the Locus of Control and state-trait anxiety measures.
The self-monitoring phase yielded favorable indicators of stabilization. Selfesteem increased as he gained greater confidence in his ability to cope with stress-provoking situations and internal 10 such packages to the point of imagining the opening of the packages to verify the alleged content. Other sources of anxietywere directly confronted as well, including anticipatory anxietyassociated with helicopter gunships, again using cognitive imagery together with cognitive disputation. Subsequently, the patient accepted designated observational periods for viewing traffic helicopters in flight and desensitizing himself to sights and sounds of traffic helicopters. Futhermore, compulsive rituals wherein the patient placed his forearm over his eyes, squinting and closing his eyes as if anticipating harm to himself were addressed. Within four weeks of the initial imageryand flooding experiences, the ritualization was diminished significantly. Figure 2 summarizes the treatment and self-monitoring phases. The frequency of
